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IMPORTANCE Earlier clinician-patient conversations about patients’ values, goals, and
preferences in serious illness (ie, serious illness conversations) are associated with better
outcomes but occur inconsistently in cancer care.

OBJECTIVE To evaluate the efficacy of a communication quality-improvement intervention
in improving the occurrence, timing, quality, and accessibility of documented serious illness
conversations between oncology clinicians and patients with advanced cancer.

DESIGN, SETTING, PARTICIPANTS This cluster randomized clinical trial in outpatient oncology
was conducted at the Dana-Farber Cancer Institute and included physicians,
advanced-practice clinicians, and patients with cancer who were at high risk of death.

MAIN OUTCOMES AND MEASURES The primary outcomes (goal-concordant care and
peacefulness at the end of life) are published elsewhere. Secondary outcomes are reported
herein, including (1) documentation of at least 1 serious illness conversation before death,
(2) timing of the initial conversation before death, (3) quality of conversations, and (4) their
accessibility in the electronic medical record (EMR).

RESULTS We enrolled 91 clinicians (48 intervention, 43 control) and 278 patients (134
intervention, 144 control). Of enrolled patients, 58% died during the study (n=161); mean age was
62.3 years (95% CI, 58.9-65.6 years); 55% were women (n=88). These patients were cared for by
76 of the 91 enrolled clinicians (37 intervention, 39 control); years in practice, 11.5 (95% CI,
9.2-13.8); 57% female (n=43). Medical record review after patients’ death demonstrated that a
significantly higher proportion of intervention patients had a documented discussion compared
with controls (96% vs 79%, P = .005) and intervention conversations occurred a median of 2.4
months earlier (median, 143 days vs 71 days, P < .001). Conversation documentation for
intervention patients was significantly more comprehensive and patient centered, with a greater
focus on values or goals (89% vs 44%, P < .001), prognosis or illness understanding (91%
vs 48%, P < .001), and life-sustaining treatment preferences (63% vs 32%, P = .004).
Documentation about end-of-life care planning did not differ between arms (80% intervention
vs 68% control, P = .08). Significantly more intervention patients had documentation that was
accessible in the EMR (61% vs 11%, P < .001).

CONCLUSIONS AND RELEVANCE This communication quality-improvement intervention
resulted in more, earlier, better, and more accessible serious illness conversations
documented in the EMR. To our knowledge, this is the first such study to demonstrate
improvement in all 4 of these outcomes.
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A bsent, late, and poor-quality clinician-patient commu-
nication in serious illness contributes to avoidable suf-
fering for patients and families and overly aggressive,

lower-quality care that may not align with patient goals.1-5

Although up to 87% of patients with terminal cancer have
documentation of a discussion with clinicians about their goals
by the end of their lives, these discussions begin, on average,
1 month before death, and the majority take place in acute care
settings with clinicians who are not the treating oncologist.6

In broader seriously ill populations, the proportion of pa-
tients or surrogates who report having such conversations
varies significantly (18%-64%) but is generally much lower
than rates of documented discussions.1,6,7 In an increasingly
fragmented health care system dependent on the electronic
medical record (EMR) for communication among clinicians,
documentation of these discussions is often inadequate, in-
consistent, and inaccessible.8,9 Furthermore, researchers and
national consensus bodies recommend making these conver-
sations part of routine care for seriously ill patients and broad-
ening the focus of these discussions from discrete decisions
about life-prolonging procedures to conversations that ad-
dress patients’ broader values, goals, and informed prefer-
ences, or serious illness conversations.10-14 There is a need for
more patients to have serious illness conversations with cli-
nicians; there is also a need for earlier initiation of these con-
versations, better discussions that address more comprehen-
sive and patient-centered domains, and more accessible
conversations that are appropriately documented in the elec-
tronic medical record.

Preparing clinicians who care for seriously ill patients to
have timely, high-quality serious illness conversations re-
quires addressing numerous barriers: inadequate clinician
training in communication-skills, clinician time constraints,
patient anxiety, clinician uncertainties about appropriate con-
versation timing or patients’ readiness to discuss these is-
sues, ambiguous responsibility among multiple clinicians for
holding a conversation, and inadequate systems to support cli-
nicians in eliciting and documenting patient goals.10,15-20

Numerous interventions have attempted to improve these con-
versations and associated patient outcomes, and results have
been mixed.21-29 While many interventions focus exclusively
on clinician training and education, there is insufficient evi-
dence that training alone leads to improvements in clinician
conversation practices or patient-level outcomes.30,31 There-
fore, we need comprehensive system-level solutions that ad-
dress the entire range of barriers to support integration of se-
rious illness communication into clinical practice.

We designed a communication quality-improvement in-
tervention, the Serious Illness Care Program (SICP), to im-
prove serious illness conversations. The intervention was
extensively pretested with clinicians and patients32; each in-
tervention component addressed 1 or more of the barriers to
these discussions (Table 1).33 We tested the effect of the inter-
vention with oncology clinicians and their patients in a clus-
ter randomized clinical trial at Dana-Farber Cancer Institute.
The study’s primary outcomes (goal-concordant care and
peacefulness at the end of life) and secondary patient out-
comes (anxiety, depression, therapeutic alliance, and sur-

vival) are reported elsewhere.34 The goal of this analysis was
to evaluate the effect of the intervention on secondary con-
versation outcomes, including the occurrence, timing, qual-
ity, and documentation accessibility of oncology clinician–
led serious illness conversations. We hypothesized that the
results of this intervention would be (1) that a higher propor-
tion of oncology patients would have at least 1 documented
conversation before death, (2) that the conversations would
start earlier in the illness course, and that conversations would
be (3) more comprehensive and (4) more accessible in the EHR.

Methods
The study was conducted at the Dana-Farber Cancer Institute
(DFCI), a large National Cancer Institute–designated cancer cen-
ter, and 2 affiliated satellite clinics. It was approved by the DFCI
institutional review board and registered, and all partici-
pants provided written informed consent. The trial protocol
is available in Supplement 1.

Intervention Description
The communication quality-improvement intervention in-
cluded clinical tools, clinician training, and system changes
(Table 1).32 The primary clinician tool was a structured com-
munication guide called the Serious Illness Conversation Guide
(SICG). Patient tools included a preconversation letter given
to the patient at study enrollment, which introduced the SICG,
and a “Family Guide,” outlining an approach for continuing the
conversation with their family after the patient-clinician dis-
cussion. The clinician training included a 2.5-hour, skills-
based training session on the SICG led by palliative care fac-
ulty. System changes included the following systematic
components: (1) clinicians were asked the “surprise ques-
tion,” “would you be surprised if this patient died in the next
year?”33; (2) clinicians were sent email reminders and given the
SICG by study staff the day before an outpatient visit; (3) an
accessible, structured, EMR documentation template mirror-
ing the SICG was provided, and clinicians were trained on its

Key Points
Question Does a communication quality-improvement
intervention improve the occurrence, timing, quality, and
electronic medical record accessibility of documented
conversations about values, goals, and preferences (ie, serious
illness conversations) between oncology clinicians and patients
with advanced cancer?

Findings In this cluster randomized clinical trial of 91 clinicians and
278 patients, the intervention resulted in more, earlier, and better
serious illness conversations with clinicians for patients with
advanced cancer, in addition to more accessible documentation
of patient goals, in the face of life-limiting illness.

Meaning A communication quality-improvement intervention
that provides clinical tools, clinician training, and system changes
can bring about meaningful improvement in timely,
comprehensive serious illness conversations between patients
and primary oncology clinicians.
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use; and (4) in-person, email-based, or telephonic clinician
coaching on the SICG was provided by palliative care faculty.
The quality-improvement elements of these intervention
components are described in more detail elsewhere.32

Control clinicians provided usual care and did not re-
ceive any intervention components, except for regular iden-
tification of eligible patients using the surprise question. The
SICG template was available in an EMR advance-care plan-
ning module. Although all clinicians at DFCI were made aware
of the module prior to the study, control clinicians were not
trained to use the SICG template. Control patients received no
supporting documents.

All clinicians received a $150 restaurant gift card for par-
ticipation. Patients and caregivers did not receive compensa-
tion for participation.

Trial Design
We tested the SICP in a cluster randomized clinical trial from
September 2012 to June 2016. Clinicians were randomized in
clusters at enrollment to intervention or control arms, as else-
where reported (Figure 1).34 Clusters were units of clinicians
within a disease center (eg, breast oncology), typically includ-
ing 1 nurse practitioner or physician’s assistant and 2 or 3 phy-
sicians, although the numbers varied. Patients, but not clini-
cians, were blinded to study arm.

Participants and Eligibility Criteria
All physicians, nurse practitioners, and physician’s assistants
from the selected sites were eligible to participate in the study;
clinicians from 10 disease centers and 2 satellites enrolled. Both
intervention and control clinicians identified patients (18 years
or older, receiving ongoing oncology care at the center) for eli-
gibility using the surprise question: “Would you be surprised
if this patient died in the next year?”33 Patients for whom the
response was “no, I would not be surprised” were eligible for
the study. We excluded patients who were not English speak-
ing, had cognitive impairment, or were unable to identify a
caregiver to participate.32 For this analysis, patient partici-
pants who died within 2 years of study enrollment were eli-
gible for inclusion.

Sample Size and Participant Characteristics
We powered the study based on its primary outcomes, goal-
concordant care and peacefulness at the end of life, which are
reported elsewhere.34 At baseline, we collected clinician and
patient demographic characteristics for both study arms.

Outcomes
We obtained the secondary outcomes reported herein from
EMR review for patients who had died, including (1) propor-
tion of patients with at least 1 documented serious illness

Table 1. Components of SICP Intervention to Improve Clinician-Patient Serious Illness Communication

Intervention
Component Description Communication Barrier Addressed

Improvement
Aim

Clinical tools

SICG The SICG was used by intervention clinicians to guide the conversation. SICG is a
structured communication guide that provides clinicians with psychologically
informed language to assess illness understanding and patient information
preferences; share prognosis according to patient preferences; explore patient
values, goals, and care preferences; and make a recommendation based on patient
priorities.

Clinicians unsure of what to say
in these discussions

Better

Patient and
family materials

Intervention patients were prepared ahead of the conversation with a written
letter; patients were also given a Family Guide after a SICG conversation to support
follow-up discussions with their family members.

Inadequacies in introducing
anxiety-provoking topics gently to
patients and their family members

Better

Clinician training

Skills-based
training program
of 2.5 hours

Structured training was delivered to intervention clinicians with standardized
elements and individualized observation and feedback delivered by palliative care
faculty.

Lack of clinician training in serious
illness communication

Better

System changes

Patient
identification
using the
“surprise
question”a

The surprise question “Would you be surprised if this patient died in the next
year?”33 was applied at regular intervals by oncology clinicians to lists of their
patients.

Uncertainties about timing;
lack of a formal system to elicit
and document patient goals

More, earlier

Reminders Email reminders were provided to intervention clinicians to initiate conversations
using the SICG during routine care visits in the outpatient setting.

Uncertainties about timing;
lack of a formal system to elicit
and document patient goals

More, earlier

SICG
documentation
template in an
accessible
advance care
planning module
in the EMR

A novel, structured, accessible template in the electronic medical record was
developed to document serious illness conversations, and intervention clinicians
were trained to use it.

Inadequacies and inconsistencies
in documentation about patient
goals

Better, greater
accessibility

Coaching on use
of the SICG

Palliative care faculty offered coaching to intervention clinicians on use of the
SICG by phone, email, or in person.

Lack of clinician training and
support in serious illness
communication

More, earlier,
better

Abbreviations: EMR, electronic medical record; SICG, Serious Illness
Conversation Guide; SICP, Serious Illness Care Program.

a The surprise question was used by both intervention and control clinicians
to identify patients eligible for the trial.
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conversation before death; (2) median timing of the first docu-
mented serious illness conversation before death; (3) quality
of documented serious illness conversations; and (4) propor-
tion of patients with documentation of a serious illness con-
versation in an accessible EMR location.

Serious Illness Conversation Documentation Review Methodology
For patients who died during the study period, study staff
blinded to study arm conducted a retrospective record re-
view of ambulatory oncology EMR records (incorporating all
progress notes and a structured module designed to capture
all advance care planning documentation, including the SICG
template). A multidisciplinary team, with expertise in pallia-
tive care and psychiatry, iteratively developed and refined
through pilot testing a thematic codebook to facilitate record
abstraction and text coding. Using this codebook, a trained,
blinded researcher abstracted all instances in the EMR of se-
rious illness conversations that addressed at least 1 of 4 do-
mains: (1) values or goals; (2) prognosis or illness understand-
ing; (3) end-of-life care planning; or (4) life-sustaining treatment
preferences. A second trained, blinded researcher indepen-
dently abstracted and double-coded 10% of patient records to
verify consistency across coders, with 98% agreement on all
abstracted elements. For each patient, the reviewer recorded

absence or presence of at least 1 serious illness conversation;
date of each conversation; retrieval location (progress note
vs structured module); and content of each conversation for
coding.

Serious Illness Conversation Documentation Outcomes
To measure the occurrence of serious illness communica-
tion, we noted the presence or absence of at least 1 docu-
mented serious illness conversation before death for each pa-
tient. To measure the timing, we calculated the time (in days)
from the initial conversation to death for patients who had at
least 1 serious illness conversation. To measure the quality of
serious illness conversations, we coded all abstracted notes for
each patient for the presence or absence of each of the 4 con-
versation domains and reported these data in 2 ways: (1) mean
number of domains per patient; and (2) presence or absence
of each of the 4 domains per patient. We also recorded the total
number of notes per patient. To measure accessibility, we re-
corded the presence or absence of serious illness conversa-
tion documentation in the EMR structured advance care plan-
ning module (vs progress note) for patients who had at least 1
conversation. Accessibility was calculated for the subset of pa-
tients who died before June 1, 2015, because there was an in-
stitutionwide EMR change after that date, and the new EMR

Figure 1. Participant Enrollment and Randomization Flowchart for the Secondary Outcomes
of the Serious Illness Care Program Cluster Randomized Clinical Trial

133 Clinicians recruited

97 Clinicians enrolled
42 Clusters

36 Refused

6 Melanoma pilot clinicians

48 Intervention clinicians (20 clusters)
9395 Patients screened for eligibility

43 Control clinicians (21 clusters)
9182 Patients screened for eligibility

134 Patients analyzed (18 clusters)b

76 Died and analyzedc
144 Patients analyzed (17 clusters)b

85 Died and analyzedc

9211 Patients excluded from participation
8842 Ineligible to participate

184 Died during recruitment
209 Declined to participate
133 Unable to reach
27 Excluded for other reasons

8403 Yes to surprise question
255 Did not meet inclusion criteria

8987 Patients excluded from participation
8530 Ineligible to participate

286 Died during recruitment
240 Declined to participate
181 Unable to reach
36 Excluded for other reasons

7957 Yes to surprise question
287 Did not meet inclusion criteria

184 Patients consented and enrolleda

20 Clusters
195 Patients consented and enrolleda

19 Clusters

30 No family/friend response
8 No baseline survey

12 Withdrew

32 No family/friend response
11 No baseline survey
8 Withdrew

91 Clinicians randomized
in 41 clusters

a We calculated patient participation
rate (46%) as the number of
patients consented and enrolled
divided by the total number of
patients invited to participate.

b The number of clusters decreased
from 41 (number of clinician
clusters) to 35 (number of clusters
for analyzable patients) because
some clinician clusters either
enrolled no patients or their
patients’ data were not able to be
analyzed.

c Unlike the primary outcomes
analysis reported elsewhere,34

these secondary documentation
outcomes were not dependent on
return of patient surveys, so the
denominator includes all patients
who died within 24 months of
enrollment.
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did not have a working module until after the study period
ended.

Statistical Analysis
We performed statistical analyses with SAS software, version
9.4 (SAS Institute Inc). We used proportions to describe re-
sults for categorical variables and means or medians for con-
tinuous variables. We used intention-to-treat for all analyses
and accounted for clustering of patients within clinician teams.

Clinician and Patient Characteristics
When comparing baseline clinician and patient characteris-
tics across arms, we used robust generalized estimating equa-
tions (GEE)35 Wald tests clustering by clinician team, with
arm as a dichotomous covariate, and linear and logistic link
functions for continuous and dichotomous characteristics,
respectively.

Serious Illness Conversation Documentation Outcomes
We analyzed differences between arms in the proportion of pa-
tients who had at least 1 documented serious illness conver-
sation before death using robust GEE Wald tests to evaluate
occurrence of conversations. We used a log-rank test to com-
pare the distribution of time from randomization until initial
documented conversation between intervention and control
arms. For quality of documented serious illness conversa-
tions, we coded the content into thematic domains using NVivo,
version 10.0 (QSR International). Between arms, we then com-
pared the mean number of conversations and domains per pa-
tient using robust GEE t tests. We also compared the propor-
tion of patients with documentation within each of the 4
domains between arms using robust GEE Wald tests.36 These
4 outcomes were considered equally important, and we used
the Holm-Bonferroni method to adjust for multiple testing and
to ensure an overall type I error of 5% when comparing the
4 outcomes across arms. For accessibility, we analyzed differ-
ences between arms in the proportion of patients who had
documentation in the structured EMR module using robust
GEE χ2 tests.

Results
Clinician and Patient Characteristics
We enrolled and randomized 91 oncology clinicians; 76 on-
cology clinicians had at least 1 enrolled patient who died dur-
ing the study period and were included in this analysis. Of 278
patients enrolled, 161 died during the study period and were
included in this analysis. There were no significant differ-
ences in baseline characteristics of clinicians (eTable 1 in
Supplement 2) or patients (eTable 2 in Supplement 2) across
study arms.

Serious Illness Conversation Documentation Measures
We conducted EMR reviews of all 161 patients who died dur-
ing the study period, and all absolute numbers as well as the
following percentages are reported in Table 2: Significantly
more intervention patients than controls (96% vs 79%,

P = .005) had at least 1 documented serious illness conversa-
tion before death. The timing of the first conversation was sig-
nificantly earlier in the intervention group (median 143 days
before death; interquartile range [IQR], 71-325 days) than in the
control group (median 71 days; IQR, 33-166 days) (P < .001).
Significantly more intervention patients had a documented dis-
cussion about values or goals (89% vs 44%, P < .001), prog-
nosis or illness understanding (91% vs 48%, P < .001), and
life-sustaining treatment preferences (63% vs 32%, P = .004).
Documentation of discussions about end-of-life care plan-
ning (80% intervention vs 68% control, P = .08) did not differ
significantly between arms. Conversations for intervention pa-
tients also included significantly more domains on average
(mean 3.2 domains vs 1.9 domains, P < .001). There were sig-
nificantly more conversations per patient in the intervention
group than in the control group (mean 3.1 conversations per
patient vs 2.1 conversations per patient, P = .02). For the sub-
set of patients who died before June 1, 2015 (when there was
an institutionwide EMR change), and had at least 1 docu-
mented serious illness conversation (n = 111; 57 intervention
and 54 control), significantly more intervention patients than
controls had a discussion documented in the accessible struc-
tured EMR module (61% vs 11%, P < .001).

Discussion
This cluster randomized clinical trial demonstrates that a com-
munication quality-improvement intervention resulted in sig-
nificant improvements in 4 key conversation indicators, in-
cluding more, earlier, better, and more accessible oncology
clinician–led serious illness conversations. The SICP resulted
in nearly universal access to such conversations, with 96% of
intervention patients having at least 1 documented conversa-
tion before death. Conversations also occurred a median of 2.4
months earlier in the intervention arm than in the control
arm, and the documentation of the conversations with inter-
vention patients was more accessible in the EMR and con-
tained significantly more comprehensive and broader infor-
mation about patients’ values, goals, and preferences. While
several interventions have been shown to increase goals-of-
care communication and documentation or patient-reported
quality,22-24,26,29 to our knowledge, no other study has dem-
onstrated an effect on all 4 of these conversation indicators.

The significant increase in conversations in the interven-
tion arm suggests that successfully integrating these conver-
sations into a typical oncology practice is feasible. A struc-
tured conversation guide and matching EMR documentation
tool, reminder process, and clinician training and coaching ap-
pear to have addressed known barriers to serious illness com-
munication, including clinicians’ lack of communication train-
ing, time constraints, and cumbersome (or absent) systems for
having and documenting conversations.17,18 Improving the
documentation of conversations with a structured EMR tem-
plate also provides easier access to this critical information,
an issue increasingly recognized as essential for patient
safety.9,37 If clinicians, especially those clinicians who are un-
familiar with the patient and facing an emergency, cannot easily
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retrieve documentation of patient goals, values, and prefer-
ences, patients may be at increased risk of receiving un-
wanted care.

The earlier initiation of conversations in the intervention
arm marks an important shift from the current practice of be-
ginning serious illness discussions late in the illness course and
usually in acute care settings.6 By prospectively identifying pa-
tients and reminding clinicians at the point of care, we stimu-
lated earlier discussions by reducing uncertainties about the
appropriate time to start these conversations.16 Earlier con-
versations that provide perspective on the patient’s disease tra-
jectory and prompt discussion of values and goals in the out-
patient setting, in advance of crises, benefit patients by allowing
them to make earlier decisions that support their goals and to
prepare themselves and their families for the end of life.3,38,39

The significant increase in the mean number of documented
discussions per patient as a result of the intervention sug-
gests that initiating serious illness communication earlier may
prompt more discussions over time.

Rather than only discussing discrete decisions about life-
prolonging treatments (eg, cardiopulmonary resuscitation), the
conversations driven by the SICP focused on sharing clinical
realities and eliciting patients’ broader values and goals,40-43

critical competencies that are increasingly recommended
by experts and national consensus bodies10-14,44,45 and are
central to the widely supported goal of shared decision
making.13,14,46,47 Additionally, patients in the intervention arm
discussed significantly more conversation domains on aver-
age than patients in the control arm, suggesting that the in-
tervention stimulated more comprehensive conversations. The

Table 2. Serious Illness Conversation Documentation Outcomes

Outcome Intervention (n = 76) Control (n = 85) P Value
Patients with at least 1 documented serious illness conversation, No. (%)a 73 (96) 67 (79) .005

Patients with documentation of a discussion about values or goals, No. (%) 68 (89) 37 (44) <.001

Illustrative quotes

“Since spending time with her family is a priority she does not want treatment that would confine her to the hospital for the majority of her time.
She prefers to be home if treatment is not likely to extend her life.”
“Our goal is to give him as much time as possible while he feels strong and energetic. He continues to want to spend as much time on his boat as possible
and he definitely wants to maintain his teaching schedule.”

Patients with documentation of a discussion about prognosis or illness understanding,
No. (%)

69 (91) 41 (48) <.001

Illustrative quotes

“She clearly wanted to understand her prognosis. She was okay with discussing possible times. I told her how imperfect of a science this is, but thought
that if she had no treatment she would have problems in the range of 12 to 18 months…If therapies did work they could potentially extend her time,
but this is based on if therapies did work for her and did not cause undue side effects.”
“We had a very frank discussion about prognosis. Her performance status has rapidly declined over the past few weeks and we discussed that if her
performance status worsened further, she would not be a candidate for further chemotherapy. She and her husband understand that further administration
of chemotherapy will most likely cause more harm than good. We also discussed that if her disease were to continue to progress, her life expectancy
could be on the order of months.”

Patients with documentation of a discussion about end-of-life care planning, No. (%) 61 (80) 58 (68) .08

Illustrative Quotes

“We discussed ***'s decline in the context of her desire to remain in her home, ideally, until she were to pass away. Unfortunately, I had to inform [her]
of my concern for her safety and ability to remain at home, alone, beyond a certain point. She was able to identify two local facilities that, should it become
necessary, she considers as reasonable alternatives during the end of life stages. She also made it clear, she does not wish to be in [another location]
with her daughter for end-of-life as her dearest friends are here.”
“We discussed the role of hospice care today and the ability to manage symptoms at home and provide hydration and palliation without requiring trips to [*].
They are interested in exploring this and we will make arrangements for hospice/bridge-to-hospice [if needed to deal with feeding tube issue].”

Patients with documentation of a discussion about life-sustaining treatment preferences,
No. (%)

48 (63) 27 (32) .004

Illustrative quotes

“I also discussed code status with *** today and it was clear that she did not want to do anything heroic. I felt that that was in her best interest and that
was my recommendation also based on the fact that she would unlikely be able to come off of a ventilator based on her significant fatigue.”
“We also discussed code status and the measures that the patient would or would not like caregivers to provide in the event of cardiac or pulmonary failure.
The patient explicitly stated today that he wants to be do not resuscitate/do not intubate should his heart or lungs fail.”

No. of comprehensiveness of documented conversations, mean (95% CI)

Documented serious illness conversations per patient 3.1 (2.5-3.6) 2.1 (1.4-2.8) .02

Documented domains per patient (0-4)b 3.2 (2.9-3.6) 1.9 (1.6-2.3) <.001

Timing of first documented serious illness conversation before death, median (IQR) days 143 (71-325)
(n = 73)c

71 (33-166)
(n = 67)c

<.001

Abbreviation: IQR, interquartile range.
a Occurrence of at least 1 documented serious illness conversation is defined as

the proportion of patients who have at least 1 documented discussion that
addressed at least 1 of the 4 serious illness conversation domains: values or
goals; prognosis or illness understanding; end-of-life care planning;
life-sustaining treatment preferences. Patients who had no evidence of a
documented discussion in any of these 4 domains were coded as absent.

b Each patient was given a score from 0 to 4 to indicate the presence of

documentation of a discussion in each of the following 4 domains: values or
goals; prognosis or illness understanding; end-of-life care planning;
life-sustaining treatment preferences. A score of 0 indicates that there was no
documentation of a discussion of any of the domains, and a score of 4
indicates that all 4 domains were documented as discussed for that patient.

c Numbers of patients differ because category refers only to patients with at
least 1 documented conversation.
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use of a structured communication tool that provided a patient-
centered, psychologically informed script or guide,10,26,29 ac-
companied by brief training and supportive coaching, ap-
peared to engage clinicians in a different approach to these
difficult conversations, which led to richer and more com-
plete elicitation and documentation of patients’ goals and pref-
erences. Although the intervention did not affect the primary
outcomes of goal-concordant care and peacefulness, the
improvement in the secondary outcomes of anxiety and
depression34 suggests that these values-based discussions
may have immediate mental-health benefits for patients with
serious illness.

In addition, this study demonstrates the potential system-
level value in well-designed, comprehensive changes—
including infrastructure improvements. Notably, the use of a
structured documentation template in the EMR allows for
system-level tracking of critical conversation processes, such
as frequency, timing, setting, and key elements addressed,
which facilitates local quality-improvement efforts and mea-
surement of communication outcomes.12,29,45 In addition,
when tested in the high-risk primary care context, the SICP in-
tervention has demonstrated significant improvements in the
occurrence, quality, and accessibility of documented serious
illness conversations for patients before they died,29 support-
ing its potential replicability in different populations and clini-
cal settings. Though the multicomponent nature of the inter-
vention prevents a more detailed assessment of the association
between individual components and outcomes, we believe that
successful implementation of SICP depends on the synergy of
its various components. Since each of these intervention com-
ponents addresses a systems barrier or promotes a best prac-
tice in serious illness communication,10 the effect of serious
illness conversations across the illness trajectory is likely the
greatest when these components work together. See Figure 2
for an illustration of how all 4 goals—more, earlier, better, and
more accessible conversations—can optimize the effect of se-
rious illness communication on quality of care.

Limitations
This study has several limitations. In this analysis, we examined
documented and not actual discussions. Documentation does
not capture important clinician communication behaviors, in-
cluding what words are spoken and how clinicians respond to
emotion.Theuseofdocumentationtomeasureandmonitorcon-
versations will need to be coupled with other efforts to assess

qualityofcommunication, includingpatientorfamilyexperience
surveys and the use of audio recording.12 In this study, we exam-
ined oncology notes in the outpatient setting and did not exam-
ine inpatient notes, which may have included documentation
of goals and values. The differences between arms may also have
beenattenuatedbyhavingallcliniciansanswerthesurpriseques-
tion and having all patients complete surveys, activities which
mayhavepromptedconversationsinthecontrolarm.Thestudy’s
generalizability is limited because it was conducted at a single
oncology institution with a relatively homogenous white patient
population. Finally, the long-term sustainability of the program
is unknown.

Conclusions
In conclusion, our study shows that this institutionwide in-
tervention, which trained and supported oncology clinicians
in improving their conversation practices and integrating those
conversations into routine outpatient practice, resulted in
broad access to more, earlier, and better serious illness con-
versations for patients with advanced cancer as well as more
accessible documentation of these conversations in the EMR.
This intervention provides a comprehensive and potentially
scalable model for enhancing communication about patient
values, goals, and preferences across a system.
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